evaluated for secondary causes of hemolytic anemia. Work-up to rule out infectious causes was done, including mycoplasma, Ebstein-Barr virus (EBV), cytomegalovirus (CMV), hepatitis B, hepatitis C, human immunodeficiency virus (HIV) which were negative. Connective tissue disease profile including antinuclear antibodies (ANA), anti dsDNA, anti-Smith, complement levels, anti-cardiolipin antibodies, lupus anticoagulant were negative. Serum electrophoresis was done which was normal: there was no M spike or an increase in the beta 2 microglobulin or an albumin globulin reversal. There was no increase in immunoglobulin M. As patient had moderate hepatosplenomegaly and cold agglutinin hemolytic anemia, lymphoproliferative disorders were suspected and contrast enhanced computed tomography (CECT) chest and abdomen was done which showed moderate hepatosplenomegaly with multiple heterogeneously enhancing hypodense lesions and small sub-centimetre enlarged para-aortic and aortocaval lymph nodes (largest diameter measuring 5 mm), the impression being metastases from an unknown primary. CT guided lymph node biopsy to exclude any underlying lymphoma or myeloma was not feasible. Bone marrow aspiration with biopsy was done. Histiocytic sarcoma is a rare, aggressive neoplasm of tissue histiocytes presenting mainly in extranodal sites. The tumor is comprised of noncohesive large cells which are polygonal, ovoid with spindling. The cell consist of pleomorphic nuclei which are slightly eccentric with chromatin dispersed and small, prominent nucleoli. [1] On immunohistochemistry, the cells express cd68, lysozyme, cd4 and cd163, but specific T and B cell markers, epithelial markers, myeloid cell markers (e.g., myeloperoxidase, cd33), cd1a, s100 protein are not expressed. [1, 2] Our patient had cd 68, leucocyte common antigen (LCA) positivity, with myeloperoxidase (MPO) being negative. A similar patient having histiocytic sarcoma but presenting with Coomb's negative hemolytic anemia has been reported earlier. [3] Like in our case, that patient was initially treated with steroids, rituximab, and IvIg, but failure to respond led to further investigation and a diagnosis of histiocytic sarcoma. [3] Cold agglutinin disease is rare, accounting for 15% of autoimmune hemolytic anemia (AIHA) cases, with an incidence of 1 per million people per year. [4, 5] There are many causes of cold agglutinin hemolytic anemia associated with infections like mycoplasma, EBV, CMV; malignancies like leukemias, multiple myeloma, Waldernstorm's macroglobulinemia; and connective tissue disorders. To our knowledge there been no report of a patient with histiocytic sarcoma presenting with Coomb's positive cold agglutinin hemolytic anemia. The present case highlights the importance of investigating for secondary causes of hemolytic anemia. Histiocytic sarcoma may also be considered as a secondary cause of cold agglutinin hemolytic anemia although the association has not been documented earlier.
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